Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Kalaupapa Care Home CHAPTER 100.1

Address: Inspection Date: December 20, 2019 Annual
814 Damien Road, Kalaupapa, Hawaii, 96742

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.

08/16/16, Rev 09/09/16, 04/16/18



RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(@)
All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH, USE THIS SPACE TO TELL US HOW YOU
and thereafter shall be examined by a physician annually, CORRECTED THE DEFICIENCY
to certify that they are free of infectious diseases.
FINDINGS —
SCG #1 — No record of annual Physical Exam available for :P \‘\\ag\ C (‘-k i X Lo \ \ ‘51 20

review.

Please submit a copy with your Plan of Correction

sbloined
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to residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
SCG #1 — No record of annual Physical Exam available for
Téview.

~

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

PQG’ w (l C’”‘O(Il}/@ *mf‘)"(', Secoad, qa;/

thrd Teminders Tn SCG's mailbox
by way of netes as fhe end of the

calendac yeaw amﬁr‘oacjl es.

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
X] §11-100.1-9 Personnel, staffing and family requirements. PART 2
(@)
All individuals who either reside or provide care or services FUTURE PLAN
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

@ §11-100.1-88 Case management qualifications and services. PART 1
(©)(3)

Case management services for each expanded ARCH

resident shall be chosen by the resident, resident's family or C Orrecting the deﬁcien cy

surrogate in collaboration with the primary care giver and

physician or APRN. The case manager shall: after_th e_f a ct is n Ot
geview the care plan monthly, or sooner as appropriate; pr a cti C al/ appr Opl’i at e. F or
gigg:rﬁgls— No documentation that care plan was thiS deﬂCien Cy, Only a flltlll‘ C

r?viewed monthly or sooner as appropriate.

plan is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
& §11-100.1-88 Case management qualifications and services. PART 2
(©)3)
Case management services for each expanded ARCH
resident shall be chosen by the resident, resident's family or FUTURE PLAN
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall: USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
Review the care plan monthly, or sooner as appropriate; IT DOESN’T HAPPEN AGAIN?
FINDINGS
Resident #1 — No documentation that care plan was ~ _
reviewed monthly or sooner as appropriate. MAQA ""b ﬁ\bf%\b M
Listk as r’e,m‘mcﬁ e
; 'l"b centewd Cavel \P\o«\ . Couwxe_
Plon W e veviewed
>
curd Styned | daded & e
Onecd gt Ll be Ty %%Q&ed )\B‘;O

when. sk ts omplede .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

]Z §11-100.1-88 Case management qualifications and services. PART 1
(cX(8)

Case management services for each expanded ARCH

resident shall be chosen by the resident, resident's family or C Orrecting the deﬁcien cy

surrogate in collaboration with the primary care giver and

physician or APRN. The case manager shall: after_th e_f a ct is nOt
fesnt t lowt once every ity deye witimore reuens | Practical/appropriate. For

gg;::;’;isﬁl:;?ed on the resident's needs and the care giver's th i S de fi c i en cy, Only a fu ture
FINDINGS plan is required.

Resident #1 — No documented evidence of Case
Management face-to-face contact once every thirty days.
Monthly notes missing for January 2019, May 2019, and
September 2019.
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resident shall be chosen by the resident, resident's family or
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall:

Have face-to-face contacts with the expanded ARCH
resident at least once every thirty days, with more frequent
contacts based on the resident's needs and the care giver's
capabilities;

FINDINGS

Resident #1 — No documented evidence of Case
Management face-to-face contact once every thirty days.
=~ Monthly notes missing for January 2019, May 2019, and
| September 2019. ‘

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

Race oo addedto
o 0D \gac.\\tm Y oot
pemindey -

clong o GDMP\QQr\J\%
eqresS noteS monthi .
cheklgt 15 stynad
afer den\C Uy compeked.

RULES (CRITERIA)V PLAN OF CORRECTION Completion
Date
& §11-100.1-88 Case management qualifications and services. PART?2
(cX8)
Case management services for each expanded ARCH FUTURE PLAN

We3keo
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Licensee’s/Administrator’s SlgnatureCDO_UgD\CL ) ’< %L@isu_

Print Name: Toule. € Plco \/

Date: 'ZJ‘Lq \ 20
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